Introduction
In the mid-1990s, the Institute of Medicine (IOM) formed a committee with the assigned task of examining community-based drug abuse treatment systems. The committee brought together treatment providers and researchers with the intentions of gaining information about research-practice integration and forming partnerships within the various components in the field of drug addiction prevention and intervention. One of the primary conclusions from the IOM
committee's report, Bridging the Gap between Practice and Research: Forging Partnerships with
Community-Based Drug and Alcohol Treatment [1] , was the need for the integration of research and practice within the alcohol and other drug abuse (AODA) treatment field. The IOM report also identified existing and potential barriers to, as well as existing and potential incentives for, the integration of research and practice in the AODA treatment field. In addition, the IOM committee highlighted findings and recommendations in the following six areas:
1.
Strategies for linking research and practice. 2.
Strategies for linking research findings with policy development and treatment implementation.
3.
Strategies for knowledge development. 4 .
Strategies for dissemination and knowledge transfer.
5.
Strategies for consumer participation. 6 .
Strategies for training regarding community-based research collaboration.
The recommendations from the IOM report were aimed at increasing: a) bi-directional communication between researchers and treatment providers; b) collaborative interaction among researchers and treatment providers; and c) the exchange of information and knowledge between treatment organizations and researchers [1] .
A major step in the progress of integrating research and practice has been the development of empirically-supported interventions. Although there are increasing resources for empirically-supported interventions available for AODA treatment [2, 3] , there are relatively few resources available regarding the actual integration of research and practice [4] . A recent study by Read, Kahler, and Stevenson [5] provided an overview of evidence-based interventions for substance use disorders and common ingredients of the evidence-based practices. Read et al.
discussed the empirical support for coping skills training, motivational enhancement, community reinforcement approach, behavioral marital and family therapy, 12-step approaches, and pharmacological interventions [5] . These authors provided a succinct and accessible review of empirically-supported interventions for AODA and discussed ways to implement these interventions in practice. Although they briefly mentioned that many research articles are written in a manner that is not "clinician friendly" (Read et al., being an exception to this [5] ), the authors addressed neither barriers to nor incentives for integrating research and practice.
Education, training, and clinical supervision are critical to the effective integration of research and practice, but it appears that much work still needs to be done in these areas. For example, Hall, Amodeo, Shaffer, and Vander Bilt used data derived from the Addiction Technology Transfer Center of New England needs assessment to identify barriers to AODA-specific training and clinical supervision in New England state-licensed substance abuse treatment facilities [6] . Results of this study suggested that training related to substance abuse treatment was not available to a substantial number of social workers employed in AODA treatment settings. Barriers to participating in this type of training included: a) too many other time commitments; b) too many work-related commitments; c) inadequate financial resources;
and d) locations of training opportunities were inconvenient [6] . In addition, results indicated that AODA-specific clinical supervision was not available to a substantial number of social workers.
Most disturbing was that 19 percent of the substance abuse treatment providers reported that they were not competent to deliver substance abuse treatment services.
Wisconsin Research-to-Practice Initiative
In response to the IOM report [ The respondents were asked to identify the various AODA treatment settings where they worked. As seen in Table 1 , the predominant treatment setting reported was outpatient services.
Survey Questionnaire
The survey included 33 items that comprised four sections. 
Results

Section 1: Resources
Computer Access and Use
Sixty-one percent of the respondents reported having a personal computer at work. Of the 39 percent who did not have a personal computer at work, 68 percent reported that they did have access to a computer at work. Therefore, 87 percent of the respondents had at least some access to a computer at their place of work. The remaining respondents reported having no access to a computer at work.
Sixty-seven percent of the respondents reported using e-mail at work. Of those who used e-mail at work, 67 percent reported "daily" e-mail use and 23 percent reported using e-mail "several times per week." With regard to Internet use, 60 percent reported having access to the Internet at work. Of these, 30 percent reported "daily" Internet use, 34 percent reported using the Internet "several times per week," and 36 percent reported using the Internet "1-2 times per month" or "rarely."
Professional Journals
The survey queried whether or not respondents personally subscribed to professional journals and whether their agency subscribed to professional journals. 
Section 2: Education and Training
Respondents were asked to rate their satisfaction with the education and/or training they received in regard to the integration of research and practice (see Table 2 ). A fairly large majority of the respondents reported being "satisfied" or "very satisfied" with their education and training regarding the integration of research and practice across all levels of professional training. The percentage of respondents "dissatisfied" with their training or education ranged from 17 to 26 percent across all categories of education/training. The percentage of respondents "very dissatisfied" with their training or education ranged from 0 to 6 percent across all categories of education/training. Table 3 presents results from questions pertaining to respondents' attitudes and practices in regard to integrating research and practice. Respondents were also asked to rate their perceptions of the attitudes and practices of their colleagues, supervisors, and administration in regard to the integration of research and practice. There were five categories of response: 1) strongly disagree; 2) disagree; 3) agree, 4) strongly agree; and 5) don't know. To clarify the presentations of these results, these categories were collapsed into three categories (i.e., agree/strongly agree, disagree/strongly disagree, don't know) in Table 3 .
Section 3: Attitudes and Practices
Four survey items in Section 3 had different response choices than those described above: 1) item 16, "Within the last 2 years has your agency partnered with researchers for research projects? yes or no" (63 percent reported no; 32 percent reported yes); 2) item 24
asked for an estimate of the percentage of one's practice that currently integrates research and practice; and 3) items 25 and 26 response categories were extremely negative, negative, neutral, positive, and extremely positive (see Table 4 ). Fifty-six percent of respondents reported a "positive attitude" and 14 percent reported an "extremely positive" attitude toward the current promotion of research-practice integration.
In general, the respondents supported the integration of research and practice and believed that both counselors and supervisors need more training in this area. Most of the respondents reported that the integration of research and practice is useful and worthwhile for clients. A large majority of the respondents also reported that they apply research findings in developing treatment plans (72 percent) and in counseling clients (87 percent). It is notable, however, that respondents reported much less of these practices by their co-workers (44 percent and 50 percent, respectively).
Attitudes and practices regarding the integration of research and practice may be affected by level of education due to the amount of training one received in utilizing research findings (e.g., learning research methodology, exposure to and use of research articles, and personal involvement in research). To examine the effects of level of education, an analysis of variance (ANOVA) was conducted for each of the items in Table 3 to identify differences in the mean responses between the various levels of education. There was a statistically significant difference between the means for only five of the 18 items (12, 20, 23, 27, 25 in Table 3 ). The effect sizes (eta-squared) for these five items ranged from 4.5 to 4.9 percent. Given the small size of these effects, the differences between the education groups are not likely to have practical significance.
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Section 4: Barriers to and Incentives for the Integration of Research and Practice
Barriers to Integration of Research and Practice
The respondents were next asked to rank the top three barriers to integrating research and practice. The top three most frequently endorsed items were (see Table 5 ): "Time constraints due to paperwork/administrative duties" (47 percent); "Time constraints due to number of clients" (36 percent); and the "Journal articles written in unclear language and/or jargon" (34 percent). The least frequently endorsed item was "Not important for job evaluation" (7 percent).
Incentives for the Integration of Research and Practice
The respondents were asked to rank the top three incentives for integrating research and practice. The most highly endorsed incentive was "My clients benefit from the integration of research/practice" (78 percent). The second most endorsed incentive was "I find professional satisfaction in integrating research/practice" (72 percent). The least frequently endorsed item was "Integration of research and practice is included in my job evaluation" (5 percent). Table 6 presents the results of questions regarding incentives to integrating research and practice.
Strategies for Integrating Research and Practice
This section of the survey asked respondents to identify ways that research and practice can best be integrated. Respondents were first given the following three choices of strategies for integrating research and practice [7] :
1. By developing the knowledge and learning the skills necessary to identify and appraise the primary research literature or systematic reviews of the literature oneself.
2.
By seeking and applying literature that summarizes research and practice integration and provides the "bottom line" for application to practice. 3.
By using practice guidelines or protocols developed by experts for use by others.
Respondents were then asked three questions and asked to check all of the strategies for integrating research that apply:
1. Which of these methods are you using? 2.
Which of these methods would you be interested in using in the future? 3.
Which of these methods do you think is the most appropriate for substance abuse treatment providers?
Respondents endorsed all three strategies for integrating research and practice at a fairly high rate (see Table 7 ). The approach "By seeking and applying literature that summarizes research and practice integration and provides the 'bottom line' for application to practice" was the mostly highly endorsed for current use (55 percent), future interest (64 percent), and for appropriateness for substance abuse treatment providers (70 percent). A small percentage reported not currently using any of these methods (18 percent), no future interest in these methods (9 percent), or indicated that none of the methods were "most appropriate" for treatment providers (6 percent).
Discussion
The results from this survey indicate that a substantial number of respondents (56 percent positive and 14 percent extremely positive) are supportive of the initiative for the integration of research and practice and report that their colleagues are also supportive of this initiative. Only 5 percent were "negative" or "extremely negative" and only 8 percent reported that their colleagues were "negative" or "extremely negative" toward this initiative. However, 26 percent of respondents were "neutral" in their support of this initiative and 46 percent of respondents reported the belief that their colleagues were also "neutral" in their support of this initiative. Given that this sample is quite similar to the population of Wisconsin CADCs and CCSs, these results suggest that there is a substantial core of professionals in the substance abuse treatment field who value and are open to utilizing research in their AODA treatment practice.
In addressing the resources available to practitioners, we found that there are still a number (12 percent) of counselors who do not have access to a computer at work. Given the amount of high quality information that can be accessed via the Internet and the information that can be gained through communications that take place via e-mail, it is apparent that one thing that can be done to promote access to research is to make computers available to all practitioners in all treatment settings. It seems that computer access and the training to use the computer would enhance not only the integration of research and practice, but the efficiency of data access within the setting as well. The potential increased efficiency stemming from computer use could help to alleviate some of the time constraints experienced by AODA counselors. Computer access would also aid counselors and agencies in providing data to funding sources. However, with limited computer access all of these efforts are made much more difficult and more time consuming.
Following on this, the reported barrier in integrating research and practice due to time constraints (e.g., paperwork and client load) needs to be addressed. In this era of managed care
and shrinking funds for social services, it is not likely that counselors' burden will be lightened.
Perhaps, then, it is necessary to view this problem from the perspective of refocusing, rather than reducing. For example, perhaps if the paperwork (i.e., assessments, treatment plans, progress notes, discharge plans, etc.) were made more meaningful and useful to both the clinician and the client, the paperwork burden would not seem so intrusive. Increasing the relevance of the paperwork to the incentive of helping clients will be one effective way to address time constraints. An outcomes management approach is one way to increase the relevance of agency and clinical documentation to improving services for clients [8, 9] . The outcomes management approach utilizes assessment data throughout treatment to assist the clinician in the direction of treatment and to provide timely feedback about the effectiveness of treatment for particular clients. An outcomes management approach to documentation has been shown to improve services if the clinicians have the training and resources to implement this approach [8, 9] . Therefore, providing education and training in the use of outcomes management approaches in academic settings, workshops, conferences, and inservices would help counselors and clinical supervisors to better utilize documentation in a way that is meaningful and helpful in treating clients.
Though the majority of respondents reported satisfaction with their education and training in regard to the integration of research and practice, 82 percent of respondents indicated that they "agree" or "strongly agree" that both counselors and certified clinical supervisors need more training in regard to integrating research and practice. This finding lends credence to the idea that CADCs and CCSs support the initiative to integrate research and practice, but desire additional education in this area. Academic programs across all levels of education need to place more emphasis on teaching AODA counselors and clinical supervisors how to effectively utilize research in their practice. In addition, more emphasis on integrating research and practice needs to be incorporated into continuing education (i.e., conferences, workshops, inservices, etc.) for AODA counselors and clinical supervisors.
A major factor in the perpetuation of the communication gap between researchers and counselors [1] is that research-oriented journals call for rigor and precision in articles (appropriately so). In turn, researchers have adopted a very technical writing style when publishing research findings. But frequently, research is not only meant to be disseminated to other researchers, but to be applied in treatment settings as well. Researchers need to improve the clarity of their writing, avoid jargon, and include explicit clinical implications for their findings.
Research articles need to become more "user-friendly" for counselors without sacrificing the integrity of the science. Granted, this is easier said than done. Increase in subscriptions is important because the professional journals are critical avenues for counselors and treatment agencies to access scientific information regarding evidence-based practices and empirically supported interventions.
When looking at incentives for integration of research and practice, it is noteworthy that the most frequently reported items are related to the internal value system of the respondent (e.g., "My clients benefit from the integration of research and practice" and "I find professional satisfaction in integrating research and practice"), rather than to any external motivation (e.g., "My employer provides funds for training that addresses research and practice integration"). This suggests that agencies and funding sources can do more to motivate integration of research and practice. The reported lack of external incentives may speak to a larger lack of knowledge as to how good practice develops, and how to promote best practice models. However, these results should be interpreted with caution as we cannot discern if the incentive is actually not available or if it was available, but not effective for the respondent. However, in congruence with the recommendations from the IOM report [1] , more needs to be done to inform and encourage those who "hold the purse strings" to actively motivate their practitioners with incentives and opportunities for both integrating research and practice and engaging in research as part of their practice.
Three strategies for integrating research and practice were presented in the survey. The respondents in this study endorsed the strategy of "seeking and applying literature that summarizes research and practice integration and provides the 'bottom line' for application to practice" over developing the ability to review the literature one's self, or adopting someone else's practice guidelines or protocol. This is related to the identified barrier regarding the way research articles are written and suggests that practitioners have an interest in obtaining research information that is presented in a way that they can efficiently adopt and adapt to their own practice. It should be noted that although some respondents endorsed "none" of the proposed ways that research and practice can be integrated, we should not conclude that those who so responded are "against research." We know only that they do not endorse the methods proposed in the survey.
Future research needs to identify potential barriers and incentives for the integration of research and practice more fully. Also, our findings are limited by the geographic region of the survey. Investigation of attitudes, practices, and resources in regard to the integration of research and practice needs to be conducted in other regions. Perhaps most important will be the investigation of the actual integration of research and practice as opposed to self-report only.
Because the integration of research and practice primarily takes place in the privacy of treatment sessions it is difficult to know the extent and the quality of the integration. So, the "black-box" of treatment needs to be opened for investigation. The approaches recommended to effectively investigate the actual integration of research and practice are process evaluations that utilize multi-method and multi-perspective strategies [10, 11] . For example, a process evaluation may include ratings of videotaped sessions, interviews with clients and counselors, and standardized questionnaires.
The results of this survey indicate progress toward the IOM's goal of "bridging the gap between treatment and research" [13] , though there is still a long way to go to completely bridge this gap. Positive signs of this progress are that many treatment providers reported satisfaction with their education and training, reported actively integrating research into their practices, and are supportive of the initiatives to integrate research and practice. The substantial support for integrating research and practice is contrary to the belief that we frequently encounter in various academic, professional, and clinical settings; that substance abuse counselors are resistant to change, are unwilling to let go of traditional practices, and are resistant to research. To break this stereotype, it is important that educators, supervisors, administrators, and policy makers embrace the idea that many counselors are not only supportive of research, but are seeking to apply research findings within their practice to improve services for clients. The embracement of these ideas will help to promote the allocation of resources and opportunities to promote and enhance the integration of research and practice. Most important, the integration of research and practice will improve services for those clients seeking treatment for alcohol and other drug abuse.
